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Letters to the Editorinfection, stroke, respiratory failure,
renal failure, reoperation for bleeding,
and myocardial infarction in the
matched patients?What were the rates
of recatheterization, and what was the
graft patency? Readers need to have a
better sense of exactly what events
contributed to the difference in indi-
vidual and combined reintervention
and readmission rates. Readers also
need to decide whether a better com-
bined reintervention and readmission
rate defines ‘‘superiority’’ of the
RITA when there are no differences
in perioperative adverse events or sur-
vival between the matched patients?
Finally, a very important issue is
that the authors seem to have aban-
doned RA grafting and thus had very
few patients in the RA group (only 8
of 149, or 5% of the matched group)
in the last half of their 8½ year study.
Why the change? What were the RA
antispasm protocols? Was the RA
used to bypass target vessels only
with greater than 70% stenosis?
What was the mode of RA graft fail-
ure? Were there graft failures at the
end-to-side anastomosis of the RA to
left internal thoracic artery?Was there
consistency in the RA harvest tech-
nique and the harvesting personnel?
The answers to these questions might
help to clarify whether the harvesting
technique, the deployment, or the sur-
gical technique of RA grafting
contributed to the differing reinter-
vention and readmission rates.
Navia and colleagues1 are to be
commended for their efforts attempt-
ing to define the second best arterial
graft during CABG. Their study does
not, however, support their conclusion
that the RITA is superior to the RA.
Most other studies comparing RITA
and RA, in fact, have shown better or
equivalent event-free survival with
the RA.2-4 In addition, we5 recently
showed that RA grafts have similar
patency to RITA grafts and that RA
grafting resulted in fewer periopera-
tive adverse events, with similar early
and late survivals to RITA grafting.
The debate thus continues; however,The Journalmost of the literature supports RA
grafting as an excellent alternative to
RITA grafting. This appears to be
especially true for patients who are
older or have chronic obstructive pul-
monary disease or diabetes.
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To the Editor:
We read with interest the article
‘‘Influence of left ventricular function
on development of systolic anterior
motion after mitral valve repair’’ by
Manabe and colleagues.1 They aimed
to investigate the effect of preopera-
tive left ventricular function on the
development of systolic anterior mo-
tion (SAM) after mitral valve repair.
They concluded that high preoperativeof Thoracic and Cardiovascular Surgerejection fraction and small preopera-
tive systolic left ventricular end-
systolic dimension were significant
risk factors for the development of
SAM after mitral valve repair.
The first point that drew our
attention was the article’s Table 1. As
seen in that table, there were statisti-
cally significant size differences
among semirigid ring, tailored ring,
and Duran rings. This may disallow
the standardization of these groups.
In addition, the forms, elastic quality,
and effects of these rings on the left
ventricle are completely different.
The other point that drew our attention
was in the article’s Table 3. Despite the
fact that the relation betweenSAMand
ejection fraction can be explained by
physics, as stated in that table, the rela-
tions between SAM and thickness of
interventricular septum may not
necessarily be considered as a causal
correlation. Two findings in reported
in that table are very worthwhile.
SAM was seen in cases with end-
diastolic diameter smaller than 25
mm and with ejection fraction higher
than 75% (small, hyperkinetic hearts).
We believe that it is possible to
avoid SAM in small, hyperkinetic
hearts by suturing the free edges of
the anterior and posterior leaflets
together. One or two simple sutures
that do not narrow the area can prevent
the anterior movement of the anterior
leaflet during systole and thus prevent
the development of SAM.
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